Background: The tuberculosis reporting enquiry system was launched in Taiwan in 2001. Tuberculosis has been categorized as the third most important notifiable disease in Taiwan and the time required for reporting has been shortened to 7 days.
Background
Diagnosis and treatment delay of tuberculosis (TB) may result in more extensive disease and more complications, which lead to higher mortality and an increased period of infectivity in the community [1] [2] [3] . In order to control and manage TB cases more efficiently, simplify bureaucratic procedure and prevent duplication of tasks of first-line healthcare workers, the national TB database was established in Taiwan in 1994, and was transferred to a computer-based system in 1996; owing to technological advances, increased internet access and data control, it has been widely used since 2002. In accordance with the Taiwanese Communicable Disease Control Act, all suspected/confirmed TB cases must be reported to the CDC after verification by a physician. To enable this, the TB reporting enquiry system was launched in Taiwan in 2001 [4] and has since been strengthened to improve the efficiency of reporting via the websites of medical care institutions.
The National Health Insurance (NHI) program was established in Taiwan, in 1995, and the proportion of the population insured reached 98.29% in 2006 [5] . TB patients can receive medical examinations and anti-TB medication in any public center, private clinic or hospital under the NHI program [6] . Qualified doctors report cases via the reporting enquiry system based on laboratory tests, chest radiography, and clinical symptoms, e.g., persistent coughs.
The Communicable Disease Control Act was amended and promulgated on January 20, 2004 , and now consists of 75 articles in seven chapters. TB was categorized as the third most important notifiable disease in Taiwan, and the time required for reporting was shortened to 7 days [5]. 
Methods

Setting and study population
Definitions
The criteria for the diagnosis of PTB patients were a positive sputum smear or culture, an aberrant chest radiograph or clinical symptoms such as a persistent cough; the criteria for the diagnosis of "not TB" were change diagnosis into not PTB, for example pneumonia or lung cancer. Diagnosis time was defined as the length of time between the first medical examination (including chest radiography, sputum smear or sputum culture) and the diagnosis of PTB; treatment time was defined as the period from the diagnosis of PTB to the initiation of treatment. Using the cut-off at the 75 th percentile, a period of longer than 9 days was defined as a diagnosis delay and a period of longer than 2 days as a treatment delay.
Statistical analysis SPSS version 13.0 was used for data analysis in order to calculate how the TB reporting enquiry system is affected by variables such as sex, age, ethnicity, reporting year, site of disease, living conditions, sputum smear status, sputum culture status, chest radiography and the hospital level at which the diagnosis took place. Bivariate analyses were performed together with a computation of descriptive statistics; two-sample t-tests and one-way ANOVA were used to compare the mean times, and univariate and multiple logistic regressions were used to assess the potential risk factors of diagnosis delay and treatment delay. A p value of less than 0.05 was considered to indicate statistical significance. Table 1 shows the characteristics of the pulmonary tuberculosis patients diagnosed in Taiwan, 2002 Taiwan, -2006 . During the five-year period of study, 78,118 new PTB patients were reported; of these, 54,187 (69.4%) were male. The mean age of the patients was 63.3 years, ranging from 1-108 years; in total, 42,648 (54.6%) patients were aged over 65 at the time of diagnosis. Among the study subjects, 3.4% of patients were from abroad, 3.2% were of an aboriginal ethnic background, 16.9% lived alone, 34.8% had a positive sputum smear, 40.8% had a positive sputum culture, 87.2% had an aberrant chest radiograph, 18.8% had positive sputum smear and sputum culture results, 31.5% had both a positive sputum smear and an aberrant chest radiograph, 38.7% had both a positive sputum culture and an aberrant chest radiograph, 17.5% had positive sputum smear and sputum culture results and an aberrant chest radiograph, and 36.0% were diagnosed at a medical center. Overall, 72.2% of the patients completed their treatment. In total, 23.3% patients showed that they had died within a certain period of time after diagnosis/ treatment, but of these, only 3.0% died of TB.
Results
The mean diagnosis and treatment times were 12 and 5 days, respectively, and the median times were 1 day and 0 days, respectively. The mean diagnosis and treatment times were longer for male patients than for female patients (p ≤ 0.05), and diagnosis and treatment times increased with age (p < 0.001). Diagnosis time also increased with reporting year (p < 0.001), but treatment time decreased with reporting year (p < 0.001). Patients from abroad had the shortest mean diagnosis and treatment times in comparison with those from Taiwan and those of an aboriginal ethnic background (p < 0.001), and those who of aboriginal ethnic background had the longest mean treatment time (p < 0.001). Those who lived alone had the shortest mean diagnosis time (p < 0.001) but the longest mean treatment time (p < 0.001). Patients whose sputum smears were positive had the shortest mean diagnosis and treatment times (p < 0.001), whereas those whose sputum cultures were positive had the longest mean diagnosis and treatment times (p < 0.001).
Patients with an aberrant chest radiograph had the shortest mean diagnosis and treatment times (p < 0.001). Patients diagnosed at a medical center had a longer mean diagnosis time as compared with those diagnosed at a non-medical center (p < 0.001). Those of an aboriginal ethnic background experienced greater treatment delay but less diagnosis delay. As a whole, the patterns of the rates for diagnosis delay and treatment delay for the associated variables were similar to the patterns of the mean diagnosis time and treatment time, as shown in Table 1 .
After controlling for the covariates, the significant risk factors for diagnosis delay were increasing age, increasing reporting year, living with family (as compared with living alone), a negative sputum smear, a positive sputum culture, a normal chest radiograph and being diagnosed at a medical center. The adjusted odds ratios (AORs) and their 95% confidence intervals (95% CIs) are shown in Table 2 .
After controlling for the covariates, the significant risk factors for treatment delay were being male, of greater age, decreasing reporting year, an aboriginal ethnic background or from abroad, living alone, a negative sputum smear, a positive sputum culture, a normal chest radio- graph, and being diagnosed at a non-medical center. The AORs and their 95% CIs are shown in Table 2 .
Discussion
The majority of studies in this area have involved the interviewing of patients via questionnaires and have collected patients' self-reported periods of time between the onset of TB symptoms and their first visit to a medical provider (patient delay) and between their first contact with a qualified doctor and the initiation of TB treatment (health system delay). This study is the first to analyze data obtained from a nationwide database, the TB reporting enquiry system. One limitation of this study is that data from which to estimate the time between the onset of coughing and the first medical examination are not available, and only limited data are available for analysis. The completeness of data reporting was not perfect in the early period of use of the reporting enquiry system, and missing data (unknown data) was therefore inevitable.
Adjusting for other variables, being female, in comparison with being male, had a protective factor with respect to treatment delay. This finding is similar to those of other studies conducted in Kampala [7] and southern India [8] ; however, some other studies have identified being female as having adverse consequences in terms of a longer delay in diagnosis [6, 9] and in treatment [10] [11] [12] .
Similar to the findings of many other studies, diagnosis and treatment delays were found to significantly increase with age [7, 9, [13] [14] [15] [16] [17] . In Taiwan, the life expectancy in 2006 for men and women was 75.1 and 81.9 years, respectively [5] . In this study, the mean age was 63.3 years, and 54.6% of patients were aged over 65 years. Many studies [13, [18] [19] [20] have stratified and only studied those who were aged over 65, but because the sample size of this study was large enough, we chose to divide the rest of the patients into two groups, those aged under 35 and those aged between 35 and 65. A dose-response effect of age was found in this study, and the older the patient, the more serious the consequences of diagnosis and treatment delays.
Being of an aboriginal ethnic background was found to be a significant risk factor associated with treatment delay as compared with the general Taiwanese population (1.92 times higher). Taiwan has impelled the aboriginal community to attend health screening since 2001: aboriginal people aged 15 years and over are urged to take advantage of the free chest radiograph inspections offered every year, and diagnosis would then not be a problem. However, the medical service resources in aboriginal areas are relatively deficient, leading to delays in treatment time. It should be noted that the mortality rate and incidence of TB are much greater in aboriginal communities than in non-aboriginal areas in Taiwan [19, [21] [22] [23] [24] , and this may have an influence on prevention and treatment [25] . In contrast, being from abroad was found to be a significant protective factor for diagnosis delay. Some studies have also shown that those from abroad have a shorter health care system delay [18, 26] .
A total of 27,209 PTB patients had a positive sputum smear, and of these, 19.7% of sputum cultures were negative. One possible reason for this may be the density of the sputum collected. A positive sputum culture was found to be associated with increased delays only when the sputum smear was negative, not when it was positive. Some studies have found that a negative sputum smear is associated with greater diagnosis and treatment delays [14, 20, [27] [28] [29] , and one study found that a negative sputum smear was negatively associated with diagnosis delay [15] . Living with family as compared with living alone resulted in a significantly shorter treatment delay but a 1.11 times higher diagnosis delay. Two previous studies found that being single was a positively-associated risk factor of diagnosis delay, namely studies performed in Ethiopia [30] and Botswana [16] . Diagnosis at a non-medical center was found to result in a significantly shorter diagnosis delay but a 1.09 times higher treatment delay. Some previous studies have found that an initial visit to a hospital was a negatively-associated risk factor of diagnosis delay [7, 17, 31, 32] ; furthermore, it has also been found that an initial visit to a governmental low-level healthcare facility, a traditional/unqualified practitioner or a private practitioner is a positively-associated risk factor of diagnosis delay [6, 16, 33, 34] .
Conclusion
The Taiwan TB reporting enquiry system has successfully increased the confirmed PTB reporting rate from 64.4% to 71.5%. Both greater age and a positive sputum culture significantly increase both diagnosis and treatment delays; treatment delay is also significantly affected by the patient having an aboriginal ethnic background and by diagnosis at a non-medical center.
